INTRODUCTION
Since the 1970s, there has been an increase of interference in the process of birth in hospitals that has led to a higher number of surgical births, the active management of labour, the routine performance of episiotomy and the absence of companions during this moment (1) . With the institutionalization of labour and the introduction of new actors in this process, a new model of assistance was established that is leading to the increasing performance of interventions. This trend also reveals the existence of a model of care provided at birth and the routine use of interventionist practices that result in high rates of Caesarean sections (2) . The Ministry of Health encourages normal childbirth, the reduction of unnecessary C-sections and the recovery of childbirth as a physiological act. However, Brazil still has one of the highest rates of Caesarean section in the world. This reality can be justified by scientific advancements in the field of obstetrics and improved surgical techniques. Other possible reasons are the fear of pain linked to vaginal birth, the possibility of scheduling childbirth, surgical sterilization, prior Caesarean delivery, fear of injuries to the anatomy and physiology of the vagina, and the belief that vaginal birth is riskier and that Caesarean childbirth is painless (2) (3) . In addition, another cause of the growing number of C-sections in Brazil, as in other countries, is the preference of women for this type of delivery (4) . The process of choosing the type of delivery is complex and controversial (5) and can be infl uenced by professionals, patients and their relatives, health institutions, and others. It is therefore necessary to closely observe and better understand the process of choosing a method of childbirth in diff erent locations. This is especially necessary in Brazil due to the extensive social heterogeneity of Brazilian regions.
Although literature presents important data that can shed further light on the factors that determine the preference for a childbirth method, related studies on the predictors of women residing in areas with high social inequality and a low human development index are scarce. Studies that improve childbirth assistance are essential for the better elaboration of public health policies that help reduce the alarming rate of Caesarean delivery in the country, especially in areas far from large urban centres.
In light of this requirement, the assumption is that the high rate of Caesarean births in Brazil is infl uencing the image women construct around the idea of the birth method. Reasons such as the fear of pain associated to normal birth, the belief that the Caesarean delivery is less painful and less risky for the mother and her newborn, lack of due preparation during prenatal care and labour, or the preference of obstetricians for Caesarean section because it is less time-consuming, seem to infl uence the choice of this childbirth method.
Consequently, the aim of this paper is to analyze the preference for childbirth methods and verify associations with obstetric and socioeconomic factors in a benchmark public maternity hospital in the State of Rio Grande do Norte.
METHODS
This is a cross-sectional study conducted at a public maternity hospital that is a benchmark in deliveries in the city of Caicó/RN and surrounding cities. Cross-sectional studies are investigations that produce "snapshots" of the health of a population or community based on an individual assessment of the health status of each of the members of the investigated group (6) . The population defi ned for this study was women in the puerperium. The criteria for inclusion were women who had given vaginal birth 18 hours previously or more; women who had undergone a Caesarean section 24 hours previously; and women who were between 13 and 40 years of age. Although adolescents are confi gured as a vulnerable group, they were included in this study due to the high number of pregnant adolescents. They accounted for 18% of all the pregnant women registered at the SISPRENATAL in 2010 in the State of Rio Grande do Norte, while women ≥ 40 years were less frequent.
The births registry of the institution reported 450 normal births and 645 Caesarean births in the year preceding the study. The indicator of proportion of women who had normal childbirth was employed to calculate the sample, as this group was smaller in number. The prevalence of normal childbirth of 42% in a fi nite population of 1,095 pregnant women the year before the investigation was considered to calculate the sample. The employed parameters were type I errors at 5% and type II errors at 20%. The result was multiplied by 1.5% as a non-response rate, obtaining a number of 233 women. The strategy of allocating the participants was for convenience purposes, since they were the volunteers who had given birth during the data collection period.
The dependent variable in the study was the preference for the type of delivery (vaginal or C-section). The independent variables were the following socioeconomic variables: age, paid work (yes/no), family income (up to a minimum Rev Gaúcha Enferm. 2015 Sep;36(3):86-92.
wage, one to two minimum wages, three to four minimum wages, fi ve or more minimum wages), education (illiterate, incomplete primary school, fi nished primary school, incomplete secondary school, fi nished secondary school, incomplete higher education, fi nished higher education), marital status (single, married, divorced, common-law marriage); and the following obstetric variables: antenatal consultation, type of previous birth (for multiparous women), gestational age, complications of childbirth (dystocia and dehiscence), a professional who provided prenatal care (doctor and nurse), number of pre-natal consultations, complications during pregnancy (yes/no), current labour method (normal, C-section or forceps), and prior guidance on the labour process. These variables were used to create closed questions, with the option of "other" for cases in which the available options were not accurate.
The interview was applied with the new mothers who were willing to participate in the survey after signing an informed consent statement, at the nursing sector of the maternity ward and in the individual rooms in the private sector of the hospital.
Data were analysed using the Statistical Package for Social Sciences (SPSS) version 20.0. Once the database was structured, a descriptive analysis of the data was initially carried out based on the socioeconomic and reproductive variables. The association between the preference for type of childbirth and socioeconomic and reproductive variables was verifi ed using the Chi-square statistical test. To check the magnitude of these associations, we used the Prevalence Ratios (PR) and their respective Confi dence Intervals (95%).
To meet the predictors, logistic regression was used through hierarchical analysis (forward) to estimate the prevalence of a preference for a method of delivery. Modelling was initiated by the most signifi cant variables, and then the other variables were added one by one, accepting a p value of critical <0.20 to compose the model. The permanence of the variable in multiple analysis was based on the Likelihood Ratio Test, absence of multicolinearity, and its capacity to improve the model using the Hosmer-Lemeshow test. Finally, residue was analysed to isolate the cases that had undue infl uence on the model, causing little adherence. The signifi cance level of 5% was adopted for all the tests.
The 
RESULTS
In all, data from 233 recent mothers were collected. Of the women participating in the study, 111 (47.6%) were unemployed, 89 (38.2%) had completed their secondary education, 152 (65.2%) were married or in a common-law marriage, and 133 (57.1%) had a household income of one to two minimum wages. The average age of the new mothers was 24 years (Table 1) .
More than half of the population in the survey were fi rst-time mothers (51.2%). Among the participants with previous birth history, most of them had the experience of vaginal birth (56.8%). Of the 233 new mothers, 184 (79%) reported having attended at least six prenatal consultations. However, 110 (47.2%) of them did not receive any guidance on childbirth during the consultations with the doctor or nurse.
Of the total 233 deliveries, 131 (56.2%) were C-sections and 102 (43.8%) were vaginal births. The average gestational age at time of delivery was around 39 weeks.
With respect to professionals who provided prenatal care, the nurses provided 55.4% of the consultations, doctors provided 30% of the consultations, and 14.6% of the consultations were provided by both professionals. The preference for vaginal childbirth was quoted by 135 women (58%). The justifications for the preference for normal childbirth included faster postpartum recovery and negative experience in the Caesarean postpartum. The desire for Caesarean section was related to the fear of the pain, insecurity in relation to local assistance, negative normal birth experiences, the desire to have tubal ligation and positive Caesarean birth experiences.
In terms of association, there was no relationship between the variable age, job type, education, marital status, income, number of prenatal consultations and gestational age with the variable preference for vaginal delivery. On the other hand, the preference for vaginal birth was associated with previous normal delivery, showing a prevalence of 60.60% over previous Caesarean births; who received prior guidance (33.9%) in comparison to those who did not receive prior guidance; and among the women who received pre-natal care from the physician had a "protection" factor of 27.1% to not prefer vaginal birth (Table 2 ).
In the logistic regression model, the variables previous Caesarean delivery and did not have previous guidelines, adjusted by the variable professional who provided pre-natal care, remained independently associated with the variable preference for Caesarean birth (Table 3) .
DISCUSSION
In this study, there was a higher prevalence of Caesarean section, although the preference for vaginal birth was cited by 135 (58%) of the interviewed women, which agrees with other authors (7) who indicated that vaginal birth is desired by 82.1% of new mothers. The study Nascer no Brasil showed that approximately 66% of the respondents preferred vaginal birth at the beginning of pregnancy, 27.6% reported preference for Caesarean delivery and 6.1% did not have a well-defi ned preference (4) . The reasons presented by the women who prefer vaginal birth are diverse (8) . Some claim that it is due to better postpartum recovery in comparison with Caesarean section, while others ascribe this preference not only to faster recovery, but also to possible complications during Caesarean section. On the other hand, the justifi cations presented for the preference for Caesarean delivery are fear of pain and Caesarean section as a convenience for tubal sterilization (4) (5) (6) (7) (8) (9) . An investigation on the aspects related to the preference for a given type of delivery concluded that the fear of pain, the experience of friends and the possibility of vaginal injuries were singled out by women as being some of the reasons for the preference for Caesarean birth (5) . This indicates that the assumption that C-section is quick and painless is widespread in society. It is oftentimes presented as the best method of childbirth, and is defended by some actors in this process, such as health services, professionals, families, and others, among others, who use this conception to justify the intervention to themselves and to others (5) . According to the Ministry of Health, labour and birth assistance is strongly marked by intense medicalization, as well as unnecessary and potentially iatrogenic interference (2) (3) (4) (5) (6) (7) (8) (9) (10) . Corroborating this fact, the occurrence of Caesarean section in this research is well above the levels stipulated by the World Health Organization (15%). In a study carried out in hospitals in the states of São Paulo, Pernambuco and Distrito Federal (11) , the proportion of this method was 30.1%. This trend was also detected in a national survey, where the proportion of Caesarean deliveries was much greater than the desire of the women for this intervention. In fact, it was approximately three times greater than the initially referred preference, both in the private and public sector (4) . A high rate of Caesarean sections are particularly worrying in fi rst-time mothers because it reinforces the idea of a greater possibility of future Caesarean sections, considering that, in practice, a prior Caesarean section is confi gured as an almost absolute indication for a new C-section (5) .
It is worth mentioning that fear of vaginal birth is also associated, in a more masked manner, with the care provided during labour and birth to the women and their families. A study conducted with healthcare professionals from three institutions in the city of Cuiabá, Mato Grosso, with regard to the humanized practices advocated by Ministry of Health (2) , showed that the humanization of childbirth and birth assistance is not yet a reality. Although professionals have a clear idea of the main aspects of humanization, they admit having diffi culties in changing their care practices (10) . With regard to women who already had a history of vaginal birth, it was found that they prefer this method for a possible second pregnancy at a rate of 60% higher than those who had previously had a Caesarean birth. Literature shows that women who deliver by vaginal birth have a clear preference (85.3%) for this same method. The experience of previous births is confi gured as a strong element that infl uences the current decision on the method of delivery. These women also claim that if the prior experience of childbirth was positive, it becomes their fi rst preference for later deliveries, and if negative, the experience leaves marks that reinforces their fears and concerns (9) . In the group that preferred vaginal birth, most of the participants also claimed they had been exclusively accompanied by a professional nurse and had received prior guidance on labour during prenatal care. However, in the multivariate analysis model, this variable was not signifi cant.
It is possible to affi rm that the nurse, a member of the multidisciplinary team, is confi gured as one of the health professionals to encourage vaginal birth, promote the expression of sensitivity, subjectivity and intersubjectivity in the care environment, stimulate the physiology of birth, allow female protagonism, and respect their citizenship and their human and reproductive rights (12) . This study shows that the participation of professional nurses in prenatal care can contribute to improve compliance with actions recommended by the Labour and Birth Humanization Programme. According to the new mothers, the guidelines they received helped them learn more about the gestational process and the moment of labour itself, which is feared and involves many expectations (13) .
The women who maintained their decision to give vaginal birth at the end of their pregnancy showed a lowest proportion of Caesarean sections, which shows the importance of supporting and encouraging women to choose vaginal birth (4) . Most participants were housewives who had no formally registered employment (14) . The small number of women who had paid employment in this study opposes the current trend of women´s insertion into the labour market, since statistics show a growing economically active population represented by women (15) . The occurrence of vaginal birth among women with up to eight years of schooling was greater than among those who had more than eight years of schooling, although there was not statistical signifi cance with the preference for a delivery method. Studies conducted by other authors (16) (17) (18) also found no association between the educational level and the type of delivery. On the other hand, some studies (19) (20) found a higher incidence of births by Caesarean section among women with a higher educational level. With respect to the marital status of participants, again no statistically signifi cant association was detected (7) . The limitations of this study include the fact that the subjects had just given birth and that they were the only ones to participate in the research. The current negative or positive experience in relation to birth may have contributed to the preference for the method of delivery. However, the results of this study show that the form of organization of care and the infl uence of medical professionals during prenatal care aff ects the manner in which these women decide and express their preference for a method of delivery.
These fi ndings reveal the need to change the practices of professionals who off er healthcare services for women during pregnancy and the puerperium in order to minimize damage and maternal mortality, and stimulate the conscious participation of women in the delivery process.
CONCLUSIONS
Caesarean section is the most prevalent childbirth method experienced by the participants of this study, representing more than half of the total number of births. However, vaginal birth was the preferred method for the majority of the new mothers interviewed for this study. The main factors that determined the preference for normal childbirth were faster postpartum recovery, prior experience of this delivery method and information/guidance on the risks and benefi ts of the diff erent childbirth methods during prenatal follow-up. Logistic regression identifi ed that women who had already been submitted to Caesarean delivery and had not received previous guidelines during pregnancy were more prone to decide against normal childbirth.
Variables
The preference for method of birth did not present signifi cant associations in relation to socioeconomic variables, although there were signifi cant associations in terms of the obstetric factors experienced by the women. This fi nding supports the planning of actions through scientific evidence and reveals the need to redirect professional conduct and practices so that medical professionals may provide the appropriate care for this populations during pregnancy and the puerperium.
